| nter net-based Provider Enrollment, Chain and
Owner ship System (PECOYS)

Enroliment Example



Disclamer

The Centersfor Medicare & Medicaid Services (CMS) is providing this
material as an informational reference for physicians and non-physician
practitioners providers.

Although every reasonable effort has been made to assure the accuracy of
the information within these pages at the time of posting, the Medicare
program is constantly changing, and it is the responsibility of each
physician, non-physician practitioner, supplier or provider to remain
abreast of the Medicare program requirements.

Medicare regulations can be found on the CMS Web site at
http://www.cms.hhs.gov.




Before Getting Started

Review the Internet-based PECOS “ Getting Started Guide for physicians
and non-physician practitioners’ or “ Getting Started Guide for Provider
and Supplier Organizations.”

Since Internet-based PECOS is a scenario-driven process, you will only see
the enrollment screens necessary to complete your initial enrollment or
your change of information action. The information collected using the

| nternet-based PECOS enrollment process is the same as the information
collected through the paper application submission process.

The screens following this page are intended to show atypical initial
enrollment application for a physician. It takes approximately 20 minutes
to complete an enrollment application via Internet-based PECOS.
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Home > My Enroliments

New Application

To enroll in the Medicare pragram for the first time or to create 3 new enrollment, please click the

“Mew Application” button belﬂw./

NEW APPLICATION (8

Existing Associates

There are no Associates currently present for the details provided.

Nedicare Part &
SErvices

lledicars Part B
Services

Lenal Bugsiness
Name

Mational Provider
\dentifier (MPL




Home > Ky Enrollments = Application Questionnaire

Application Questionnaire “

(*) Red-a=ferizk indicates a required field.

.
Applicant Description _Sole Owner

Flease select the description that best matches the provider®

:

') Sole Owner ofa PA,PCor LLC M
The applicant provides practitioner services through an incorporated business of which Corporation (PC
helshe is the only owner (the practitioner and husiness are legally distinct).

X seifEmployed Professionsl
The applicant provides healthcare services fromm a facility that he/she ownsfleases/rents (the Association (PA)
practitionerand business are legally the same}.

) Group Member Cnly fee
The applicant provides healthcare services only as an employee of another provider. Limited Liabikty

Company (LLE}

) Group Member and is Self-Employed

The applicant is self-employed and provides healthcare services as an employee of another
provider.

| B PREVICUS PAGE | | NEXT PAGE @]




Home > My Enrollments > Application Questionnaire

Application Questionnaire

[*] Red asterizk indicates a required field.

Applicant ldentification Information

First Name*
John

Last Hame*
Doe

Social Security Number (SSN)*
1234567809

123-45-6789
Date of Birth*

mm'ddiyyyy
08/25/1962

(@ PREVIOUS PAGE | | NEXT PAGE ]




Home > My Enrollments > Application Questionnaire

Application Questionnaire

(') Red asterisk indicates a required field.
State/Terrtory Where Healthcare Services Rendered

Please select 3 single stateferritory where the applicant renders healthcare senvicas,

StateTerritory®

tEwyoe i

@ Previous PAGE | | NEXT PAGE @)
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Home > My Enrollments > Application Questionnaire

Application Questionnaire

[*} Rad asterizk indicates a required field.
Primary Medicare Services Hendered

Please select the primary Medicare Senvices rendered by the applicant.®

Mote: A separate application is required far each primary healthcare service rendergd
Part B Physician Speciaities” /

® | |nternal Medicine =]

Part B Non-physician Speciaities

Select Non-Physican Speciaity

Part B Supplier Services®

0 | Select Suppier Type

Part A Provider Services”

i | Select Provider Type w

L

= = - i
| Aafimad T--;|_'. Snoecification
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Home > My Enroliments > Application Questionnaire

Application Questionnaire

(*) Red asternisk indicates a required field.

Reassignment of Benefits

|5 the applicant employed by a business or individual that will receive the practiioners
Wedicare claims payments?”

) Yes

X Ho

[ﬂ_FREwnus PAGE ] | NEXT PAGE H}




Home > My Enrollments > Application Questionnaire

Confirm Reason for Application

Medicare Part B Enrollment

Based on your responses, the following reason for application was identified.

« A Medicare Part B practitioner is enrolling in the Medicare program for the first time

using their social security number {$5H). Ho reassignment of benefits exists with this
application.

The application is for:

Social Security Number (SSN) | ractitoner State

Specialty

Name

John Doe 123-45-6789 Internal Medicine : New York

Clicking on the “Start Application” button will create a Medicare application using the above
infarmation.

Atthe conclusion of this process:
« The application is submitted to the appropriate Medicare fee-for-service contractor(s) far
processing
& The practitioner must sign a statement cerifying the submitted information

« The cerification statement, additional required signatures, and required attachments must
be mailed to the identified fee-for-semvice contractor(s)

Reazsignment

Practitioner Speciaky

Fee-for-Service
Contractor

Certification
Statement




Home > My Enrollments > Initial Enroliment > Personal Information

Personal Information

Topic Summary Applicant

This topic requests personal and identification infarmation about the applicant. &9 (more
information about Personal Information)

ADD INFORMATION (3 ]/

Perzonal Information

Mo Personal Information has been listed. Please click "Add Information™ above.

| M peETIDN TA TADIRS | [ NEXT TOPIC Hl




Home > My Enroliments = Initial Enroliment > Personal Information = ADD

Personal Information
{*) Red a=terisk indicaties a required fisld.
Cther Hame for the Applicant

Does the applicant have any other name to supply?e.g. former or maiden name,
professional name, etc.)®

i Yesg

e of Oth al
o+ aTa]

Salact Typae

1th i H Mame
er First Nami

ih liddle e
[ 1Sk Han

ither Name Suffix

Select Suffi

Other Cradentizals (B

Cher Hame
individual




Home > My Enroliments > Initial Enrollment > Personal Information > ADD

Personal Information

[*} Red asterizk indicates a required field.

Birth Information

Country of Birth™

United States v |SELECT@ |
State of Birth*

Select State/Territary v

| @ PREVIOUS PAGE ] | NEXT PAGE B]




Home > My Enroliments > Initial Enroliment > Personal Information > ADD

Personal Information

MedicalProfessional School Information

Medical School or other Professional School '} Red asterisk indicates a required field,

Select Medical School

Year of Graduation

[ﬂ PREVIOUS PAGE | | SAVE [




Home > My Enrollments = Initial Enroliment > Personal Information

Personal Information

Topic Summary

This topic requests personal and identification information about the applicant. @ {more
information about Personal Information)

Perzonal Information

XXOOOOOOCOCC XXX XKX

Date of Birth; 08/25/1962

Social Security Number: 123-45-6789

Gender: Male

Drug Enforcement Agency (DEA) Number: 30000000
Country of Birth: United States

State of Birth: NY

Medical School or other Professional School;

Yedr of Graduation: 00

EDIT




e B 06 ] W RN

IO SOTTITEry

The practitioner specialty for this enroliment is listed below for your reference. This topic allows Praciitioner T
FTECINONET VRE
you to identify any secondary specialties for the practitioner. 8 {more information about
Practitioner Specialty)
a8 Primary Phyvsician

e —— Spect

Practitioner Specially Information

Practitioner Specialties Py
Physician Specialities
Practitioner Type: Physician

Primary Physician Specialty Secondary Physician Specialties
INTERNAL MEDICINE
PULMOMARY DISEASE |DELETE @ |
CRITICAL CARE
DELETE
(INTEMNSIVISTS)

|8 PREVIOUS TOPIC | NEXT TOPIC B




Home > My Enrollments > Initial Enrollment > License and Certification Information = ADD

License and Certification Information

(*) Red asterizk indicates a required field.
Type of Information

What type of information would you like to enter? *

) License Information

" Cerfification Information

NEXT PAGE @]

@ CANCEL |




Home = My Enrollments * [nitial Enroliment > ResidentFellow Status

Residency/Fellowship Status m

; i ica field. .
i*) Red asterisk indicates a required field Heiden
Topic Summary
The topic requests jnformation atout the applicant's residency or fellowship status. &8 (more Mﬂ
information about Residency/Fellow Status)

|5 the applicant currently in an approved training program as either a resident or a fellow?”

) Yes

X Ho

| ADD INFORMATION ) |

ResidencyFellowship Status Information

Mo Residency or Fellowship Status has been listed. Please answer the guestion above.




Home = My Enrollments = Initial Enrollment = PAR Status

Topic Summary PAR Status
This topic requests information to determine if the applicant agrees {o accept assignment for all
covered semvices provided to Medicare patients. W8 {more information about PAR Status) Fee-for-Servioe
Contractor

PAR Status Information

Does the applicant agree to accept assignment for all covered senvices provided to Medicare
patients? *

X Yes

1 No

PAR Status Information

Mo PAR Status Information has been listed. Please select the answer to the above
question:




Home > My Enroliments > Initial Enroliment > Correspondence Address

Correspondence Address

Topic Summary

This topic requests information about the correspoendence address for the applicant
{more information about Correspondence Address)

Mote: Do notuse the contact information of a billing agency, staffing company, or managing
grganization as the contact information.

Correspondence Address Information

Address: 300 X00000 XXX
OO0 X000 XX 123456789
Linited States

Telephone: (30K} X00-M000K

Fax: (300d) xo-2000

|@ PRrEVIOUS TOPIC |

NEXT TOPIC B |




Home > My Enrollments > [nitial Enrollment > Adverse Legal Actions

Adverse Legal Actions

{*) Red asterizk indicates a required field,
Topic Summary ——

Adverse | enal
Action

The topic reguests information about adverse legal actions imposed againstthe applicant
tmore information about Adverse Legal Actions)

Hevocation
Has an adverse legal action ever been imposed against-an applicant under any

current or former name or business entity® *

% Yes B redera
MNon-Procurement
) No Frogram
Adverse Legal Actions That Must be Reported Federal Procurement
Program
Convictians

1. Any felony conviction under Federal or State law, regardless of whether it was health
care related.

2 Anv misdemeanor conviction, under Federal or State law, related to: (a) the delivery of
an item or service under Medicare or a State health care program, or (D) the abuse ar
neglect of a patient in cannection with the delivery of a health care item or semvice.

3. Any misdemeanor conviction, under Federal or State law, related to theft, fraud,
emberzlement, breach of fiduciary duty, or other financial misconduct in connection
with the delivery of a health care item or semnvice

4 Any misdemeanor canviction, under Federal or State law, relating to the interference
with or ebstruction of any invesiigation into any criminal offense described in 42 CF R
Section 1007101 or 10071.201.

5. Any misdemeanor conviction, under Federal or State law, relating to the unlawiul
manufacture, distributicn, prescription, or dispensing of a controlled substance.




2. Any misdemeanor conviction, under Federal ar State law, related to theft, fraud,

embezzlement, breach of fiduciary duty, or other fimancial misconduct in connection
with the delivery of a health care iterm or semnvice.

4. Any misdemeanar cormviction, under Federal or State law, relating to the interference

with or obstruction of any investigation into any criminal offense described in 42 C F R
Section 1001.707 or 1001.201,

5 Any misdemeanor conviction, under Federal or State law, relating to the unlawful
manufaciure, distriouticon, prescription, or dispensing of a contralled substance.

Exclusions. Revocations or Suspensions
1.

Any revocation or suspension of a hcenseto provide health care by any State licensing
authority. This includes the surrender of such a license while a formal disciplinary
proceeding was pending before a State licensing authority.

2. Any revocation or suspension of accreditation.

Any suspension or exclusion from pardicipation in, or any sanction imposed by, a
Federal or State health care program, ar any debarment from participation in any
Federal Executive Branch procurement aor non-procurement program.

4. Any current Medicare paymenit suspension under any Medicare Zillimg number.

| ADD INFORMATION &3 |

Adverse Legal Actions Informaiion

Mo adverse legal actions have beeaen listed. Please answer the question above.

(@8 prREVIOUS TOPIC | | nEXT TOPIC B3]




Home > My Enroliments > Initial Enroliment > Physical Location and "Special Payments” Address > ADD

Physical Location and "Special Payments” Address

'] Red asterisk indicates a required field.
Hational Provider ldentifier (NPI)

Please provide the National Provider [dentifier (NFI) that applies to the Individual. If a National
Pravider |dentifier (NPI) has been issued for the individual, it must be identified for this
application.

t{aﬁﬂnal Pmiider [dentifier (NP1 *

0123456789

| NEXT pAGe )

National Provider

lgentifier (NP




Home = My Enrollments * Initial Enrollment > Physical Location and " Special Paymenis" Address = ADD

Physical Location and "Special Payments" Address

(*) Red asterizk indicates a required field.
Physical Location Address

Effective Date of Information *
mimdddiyyyy

Start Date at Practice Location

Location Name *

John Doe MD

paddroce | ine 1 *

10 Oak St.
Address Line 2
City *

Your Town

State/Territony:™ NY

ZIP Code+4 *
55555 4444

[ @ PREVIOUS PAGE | | NEXT PAGE |




Home > My Enrollments = Initial Enrollment > Physical Location and "Special Payments" Address = ADD

Address Verification

(*} Red asterisk indicates a reguired field.

Address Verification

The address you have provided did not verify with the United States Postal Senvice (USPS)
database. We have identified a verfied, standardized address that correspands to the address
you provided.

Please select the address that you would like to submit; *

Verified USPS address:

10 Oak St.
Your Town, NY 55555 4444

Address you entered;
& 10 Oak St. —

Your Town, NY 55555 4444

| € PREVIOUS PAGE | | NEXT PAGE @]




Home > My Enrollments > Initial Enrollment > Physical Location and "Special Payments" Address = ADD

Physical Location and "Special Payments" Address

(*) Red asterizk indicates a required field.

Physical Location Contact Information

Telephone *
555) 555-5555  x Extension

(123) 321-1234

Fax

CCCY CCC CCCC

hhhhhhhhhhh

E-mail Address

| € PREVIOUS PAGE | | NEXT PAGE @]




Home > My Enroliments > [nitial Enroflment > Physical Location and "Special Paymenis™ Address = ADD

Physical Location and " Special Payments" Address

{*] RBed asterizk indicates a reguired field.
You must resolve the following error{s} to continuwe

e The Telephone Mumber must be in the following format (555 555-5R55. Please re-anter the
correct number,

e The Fax Mumber must be inthe following farmat (555) 555-5555 Please re-enter the correct
numier,

Physical Lacation Contact Information

Telephone *

(Do5)000-35SS X Exieushn:
(123) 321-1234

Fax

(555} 555-5555

E-miail Addraess

| @ PREVIOUS PAGE | | NEXT PAGE @]




Home * My Enroliments = Initial Enroliment > Physical Location and " Special Payments” Address = ADD

Physical Location and “Special Payments" Address “

CLIA Humbers - Clinical Laboratory
Improyement
Please provide any CLIA numbers that apply to this physical location. A ot
(CLIA) Number
CLIA Humber
ADD MORE B

Note: Use the Add Wore button to add maore than one CLIA number.

@ PREVIOUS PAGE | | NEXT PAGE @)




Home > My Enroliments > Initial Enrollment * Physical Location and "Special Payments” Address * ADD

Physical Location and "Special Payments” Address

FDA Numbers — —=i e —

Flease provide any FOARadiology (Mammography) Cerification numbers that apply ta this
physical location,

FDA/Radiology (Mammography) Cerfification Humber

| ADD MORE @ |

Note: Use the Add Maore button to add more than one FDARadiology (Mammaography) Certification
number,

| @ PREVIOUS PAGE | | NEXT Pace @)

FDA/Radiology
(Mammaaraphy)

Certification Number




Home > My Enroliments = Initial Enrollment > Physical Location and "Special Payments” Address » ADD

Physical Location and " Special Payments” Address

') Red asterisk indicates a required field,
Practice Location Type

5 this practice location & °
—Selact Type— v
—Select Type—

Private Practice Offica Setting
Hospital

RetiremeRt/ Assisted ving community
Other helith care faciity

@ PREVIOUS PAGE | | NEXT PAGE ﬂ]




Home = My Enrcllments > Initial Enrcllment > Physical Location and " Special Paymenis"” Address > ADD

Physical Location and "Special Payments" Address

(*) Red asterizk indicates a reqguired field.
"Special Payments" Address (omestic)

Country =
United States - SELECT B

Payment Location Name:

Effective Date of Information *
mmiddiyyyy

Date You Begin Receiving Payment at this Location -

Address Line 1~

A{id ress I:i_ne 2

City *

State/Territory *
—— Selact State/ Terrtory —— -

AP Code+d =

[ PREVIOUS PAGE | | save B |




Home > My Enrcllments = Initial Enrollment > Physical Location and " Special Payments" Address

Physical Location and " Special Payments” Address

Topic Summary —

This tapic requests information about the Physical Location and “Special Payments” Address of

the applicant's practice location andfar base of operations. imore information about
Physical Location and " Special Payments” Address}

| ADD INFORMATION B |

Phys=ical Locafion and " Special Paymenis Address" Information

[dentification Number{s)

Hational Provider ldentifier{NPI):

|EITER)

John Doe

Location Type: Practice Locatian

Physical Address: Payment Address:
10 Oak St
Your Town, NY 55555 44444
|ED{T_nt |DE1_ETE_ni ECITER DELETE B

CLIA and FOA Cerdification Number(s):

ADD B

"Special Pavments”

Address




CLIA and FDA Certification Humber(s):

NORTHERN WESTCHESTER HOSPITAL

Location Type: Practice Location

Phvsical Address:

(EDT®) [DELETE BB)

CLIA and FDA Certification Humber(s):

Payment Address:




Home > My Enrollments = |nitial Enrollment > Rendering Healthcare Services at a Patient's Home

Rendering Healthcare Services at the Patient's Home

(*} Red azierisk indicate=z a required field,

Topic Summany

This fopic requests information about the locations where this applicant renders healthcare
senices in a patient's home. You may either list your locations individually by the cities or zZip

codes yaou senvice or you may identify the state. {more information about Rendering
Healthcare Services at the Patient's Home)

Does the applicant render health care senvices in patient's homes?*

' Yes

)_(Hcr

| ADD INFORMATION 3 |

Rendering Healthcare Services at ithe Patient’s Home

Mo locations have been listed. Flease answer the question abaove.




Home > My Enrollments > Initial Enrollment = Individual Control

Individuals with Managing Control

(") Rad azterizk indicates a reguired field.

Topic Summary

This topic requests information about individuals with ownership interest in andf/or managing
control of the applicant

All managing employees for the practice locations listed on this enroliment must be repored.
{more information about Individuals with Managing Controd)

Does the applicant have any individuals having managing control {managing employees) to
repor?®*

i Yes

XNG

| ADD INFORMATION & |

Managing Employees Information

You have indicated that the applicant does not need o report an individual having

managing contral. Flease click the "MNext Topic™ button or change the answer to the
question above.

Limited Partnership

Five Percent (5%}
or lore Dwnership

Control

Partner

Managing Sontrol

|@ PREVIOUS TOPIC |

| NExT TOPIC B3|




Home = Ly Enrollments = [nitial Enrollment = Patient Records Storage Location

Patient Records Storage Location

(*) Red asterizk indicates a required field. : ;
Topic Summary Practice | ocation

This topic requests information aboutwhere patient medical records are siored, &8 {more
information about Record Storage Location) Bass of Operations

Where are the patient's medical records stored (for current and former patients)? *

.
X At one of the Practice Locations or Base|s) of Operations reporied on this enrollment it T

(71 Ata different location
Independent
Diagnostic Testing

ADD INFORMATION (@ | Faciliies (IDTF}

Patient Records Storage Location Information
Mobile Facilities!

Poriable Units

Mo patient records storage [ocations have been listed. Please answerthe gquesiicn above:

(@ PREVIOUS TOPIC | | NEXT TOPIC 3




Home = My Enrollments > Initial Enrollment > Contact Information

Topic Summary —— e

The topic reguests infarmation about the person or persans that the Medicare contractor should

contact if any guestions exist about the application. "® {more information about Contact
Person)

| ADD INFORMATION £ |

Contact Person Infarmation

Mo contact person has been listed. Please click “Add Information™ above.

| @ PREVIOUS TOPIC |

| RETURN TO TOPICS €3 |




Home = Ky Enrollments = Initial Enrollment = Contact Information

Contact Person
TDI}FE Summﬂw —

The topic requests information akout the person ar persons that the Medicare contractor shiould

contactif any guestions exist about the application. I!rnure information about Contact
Person)

| ADD INFORMATION &3 |

Contact Person Information

L e e

Address: XGOOOGOOGHIKK
ORI Y OO -

Telephone: [XXK) XXK-XKKK

Fax: (300() XO0-000K

E-mail Address: XO@os . com

|EDTED ) | DELETE B3 |

| @ PREVIOUS TOPIC

RETURN TO TOPICS 3 |




Home > My Enrollments > Initial Enrollment

Topics for this Enrcliment

Enrollrment [0 2300000000000 Pac D 0RO ORI OO

Reason for Application

= Practitioner is Emrolling im Medicare for the First Time

Topics  —l

The data required for this enrallment application is grouped into topics. In aorder to electronically
submit this enrollment application, you must complete all ofthe following topics.

You may view and print this enrallment application at any time during the enrallment process by
clicking the YWiew and Print button below.

This application is collecting the following topics:

Completed Topics

S Personal Information moare information about Personal Information

L4 Practitioner Specialty more information about Practitioner Specialty

4 PAR Status Information more information about PAR Status Information

4 Physical Location and " Special Payments™ Address more information about
FPhysical Location and "Special Payments™ Address

-u"'

Rendering Healthcare Services at a Patient's Home more inforrmation about
Rendering Healthcare Services at a Patient's Home




s Practitioner Specialty more information about Practitioner Specialty

T PAR Status Information moare information about PAR Status Information

o Physical Location and " Special Payments"” Address mare information about
Fhysical Location and "Special Payments™ Address

o Rendering Healthcare Services at a Patient's Home moare information about
Rendering Healthcare Services at a Patient's Home

T Resident/Fellow Status moare information about ResidentFellow Status

s Correspondence Address more information about Correspondence Address

o License and Certification Information mare information about License and
Cerification Information

s Adverse Legal Actions maore information about Adverse Legal Actions

T Individual Control mare information about Individual Caontrol

' Patient RBecords Storage Location moare information about Patient Records
Storage Location

o Billing Agency mare infarmation about Billing Agency

o Contact Person moare information about Contact Person




Home = My Enrollments > initial Enrollment = Submission Process

Submission Process

Submission Process Dverview —

Thea following steps must be campleted to submitthis application:

# 5Step 1. Error Chechl: System checks for data errors or inconsistencies.

& Step 2. Select Fee-For-Senvice Contracton Additional infermation 1s asked to help identify
the Medicare Fee-For-Service Contractor who will process this application.

e Step 3. Select Signatories: The individuals required to sign this application will be
identified.

# Step 4. Printimg and Mailing: Review and printthe forms reguired for or associaied with this
application.

s 5Step 5 Submit Submit the application to electronically route it for processing.

# 5Step 6. Print Hecaipt: A receipt of the electronic submission s provided.

Click 'Mexi Page”io begin the Ermar Check.

| NEXT PAGE B3|

| CANCEL




Home = [y Enrollments * Initial Enroliment = Submission Process

Submission Process: Error Check

No Errors or Warnings Exist = ——

Mo Errors or Warnings were found for this enroliment application. Please proceed with the
sUDmIs5ion process.

[.HE!T PAGE .ﬂl

@ CANCEL |




Home > Wy Enrollments > Initial Enrollment > Submission Process

Medicare Fee-for-Service Contractor

(*) Red astensk indicates a required field.
Medicare Fee-For-5emnvice Contractor Selection

Please select 3 Fee-For-Semvice Contractar

The Fee-For-Senvice Contractor will answer the applicant's questions, process the enrallment
application, and pay the applicant's claims.

Note: [t is recommendead that the applicant selectthe Fee-For-Senvice Contractor of the Chain
Home Office.

Fee-For-Service Contractor®

v
| PREVIOUS PAGE | | NEXT PAGE @]

+
. Fee-for-Seryice

Contractor

/@ cANCEL |




Home * My Enrollments > [nitial Enrollment > Submission Process

Submission Process

Signatory for Individual Enrollment

The following individual praciitioner must provide a signature:

» John Doe

| PREVIOUS PAGE | | NEXT PAGE ﬂ]
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Home > My Enrollments > Initial Enrollment > Submission Process

Printing and Mailing Instructions

Each document listed below may be saved to your computer andior printed for your persaonal
records by clicking the "Wiew and Print” link next to each document. Only the Cerification /
Authorization Statementi(s) and the required supporting documentation must be printed and
mailed to the Medicare contractor listed below. Flease do not mail a copy of this application to
the Medicare contractor if you are submitting it electronically.

1. Print Submission Materials: Print all required supporting documents. Click on the "WView
and Print”™ link next to "List of Supporting Documentation™ below for a list of supporting
documentation relevant to this application.

2. Mail tems to Fee-For-Service Medicare Contractor: The identified Medicare contractor is
responsible for processing electronically submitted and mailed materials for this
enrallment application. In order to complete the processing of your application, mail the
Certification / Authorization Statement(s) and all required supporting documentation to the
Medicare contractor listed below within ¥ days of your electronic submission. Failure to do
so may resultin a rejection.

MATIOMAL GOWVERMMEMNT SERVICES
F.Q. BOX 4792
SYRACUSE, NY 13221-4792

Action Document Hame

=1 view and Print Cerification Statement for Individual Practitioners
= view and Print List of Supporting Documentation

= view and Print Copy of this Application

(For your records only, please do not mail)

= view and Print CMS-460 Medicare Paricipating Physician or Supplier Agreement




MNATIOMAL GOVERMMENT SERVICES

F.O. BOK 4792

SYRACLISE, NY 12221-4792

Action

= view and Print

=2 view and Print

= view and Print

= view and Print

Hote:

Document Name

Ceriification Statement for Individual Practitioners
List of Supporting Documentation

Copy of this Application
(For your recards only, please do not mail)

CME-460 Medicare Paricipating Physician or Supplier Agreement

& Forsecurity reascns, Social Securnty Mumbers and the year of birth in Tate of Birth fields will
not appear on the printed Medicare application_ If you plan to mall your printed application to
the Medicare contractar instead of submitting it electromically, please review thie application
and inser the Social Security Mumbers and year af birih wheare they are reguired but not

dizsplayed.

e Documents in POF format require the &= Adobe Acrobat Reader®. If you experience
problems with PDF documents, please 5 download the latestversion of the Reader®.

| @@ PREVIOUS PAGE | [ NEXT PAGE BB

| @ cANCEL |




Supporting Documentation
for Individual Practitioners

* Internet-based PECOS will list the supporting documentation
that must be submitted with your signed and dated
Certification Statement.

* The Medicare contractor may request, at any time during the
enrollment process, documentation to support or validate
Information reported on the enrollment application.



Home > My Enrcliments > [nitial Enroliment > Submission Process

submit Electronically Fee-for-Service
Contractor

You are now ready to submit this Medicare Application for processing. Please review the
summary below to ensure this is the application and reason you wish to submit. Upan
submission, the enroliment information is sentto a fee-for-sernvice contractor for processing. _
Any corrections ta this application must be coordinated through the Medicare contractor. Tracking D

Applicant Name: John Doe
TrackingID: 111222333444555

Reason(s) for submission:

« Alledicare Pari B practitioneris enralling in the Medicare program for the first time to oill for
Far B senvices. Areassignment of benefits may exist

| 6 PREVIOUS PAGE | | suBmiT @ |




Submission Receipt
Submission Complete —

You have successfully submitted your enrcllment!
Remember:
= You must have all certification statements and other documents requiring a signature
signed by the individual displayved on each printed form
Y¥ou must mail all signed forms and supporting documentation to vour Fee-For-Service

contractor. An enrollment application cannot be fully processed until all these items have
bean received

= “ou should print this page for your records

= “fou may print additional copies of an enrollment, cerification statement, or list of supporting

documentation (these documents can be accessed from the My Enrollments page)

Enrollment Tracking Information —~———

Applicant Marmme OO0 OO
Trackimg 10w s s OO OO
Submitted Date: XX - JUMNE - 2009
Submitted By: RO KOO

Contact Email(s):
OO (D00 Com




Enrocllment TrackKing Imformation —

Applicant Nanme: 300 R
Trackimo T s RO RO
Submitted Date: XX - JUMNME - 2009

Submitted By RO OO0

Contact Email{s):
ORCHOHOMOROK (D XM OO C O

Reason(s) for submissiomn:

= A Medicare Part B practitioneris enrolling in the Medicare program for the first time to Qill for
Fart B services. Areassignment of benefits may exist.

Medicare Contractor{s)

Medicare Contractor(s):The identified contractors are responsiible for processing electronically
submitted and mailed materials for this enrallment application. If you have more than one
contractor, you will need to submit all cerification statements and supporting documentation to
each contractor.

MNATIOMAL GOVERMMEMNT SERVICES
F.C. BOX 4792

SYRACUSE MNY 132221-4792 —
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Final Step

Print, sign and date the two-page Certification Statement and mail it
along with all requested supporting documentation to the Medicare
contractor. Note: you will need to sign the two-page Certification
Statement for each application submitted. Thus, if you complete an
initial application and a reassignment of benefits, you will need to print,
sign, and date two separate Certification Statements.

Note: Do not mail the CM S-855 enrollment application that can
be printed from Internet-based PECOS.

Retain this information for your records.



